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yearly mammogram,” ‘“‘once a cesarean section, always a
cesarean section,” and other clinical pearls passed down
through hospital rounds and textbooks. Popular examples
of formal policies include the United States Preventive
Services Task Force’s Guide to Clinical Preventive Ser-
vices, the cancer screening recommendations from the
American Cancer Society, and the findings of any Na-
tional Institutes of Health consensus conference. Any
clinical policy—for example, the one on cesarean
deliveries—may need modification when more data be-
come available.

Clinical policies can be based on one of two ap-
proaches. In a consensus conference, experts meet to
discuss the current state of knowledge. The evidence and
exact rationale for the experts’ recommendations are of-
ten obscure. More recently, an explicit approach has in-
creased in popularity. This is important because the
explicit approach allows clinicians to determine how to
apply a policy to patients in their practice.

The explicit approach requires knowledge in three
areas: all relevant health effects, including benefits and
harms; all financial costs and savings; and patient prefer-
ences. Usually an extensive literature review serves as
the source of all data, but occasionally new data are de-
veloped. Patient preferences for the various treatment
options or outcomes are assessed. Finally, the data are
formally analyzed and the recommendations published.
The explicit approach, while resulting in high-quality
recommendations, is expensive. Developing a high-
quality policy generally takes thousands of hours over
two to three years.

A scheme has been suggested for rating the flexibility
of a clinical policy, that is, how strong the recommenda-
tion should be. A policy is a “standard” if the conse-
quences are well known and there is virtual patient
unanimity about the value of the recommendation. Few
guidelines carry this strict level of flexibility. The policy
on treating severe hypertension can be considered a stan-
dard. A policy is a “guideline” if the consequences are
sufficiently understood to permit decisions and the rec-
ommendation is preferred by many but not all patients.
The policy on mammography after age 50 years is a
guideline. A policy is an “option” if the outcomes or
patient preferences are not known or if patients are either
evenly divided or indifferent. The policy on treating
moderate hypercholesterolemia is considered an option
because of the lack of data on patient preferences as well
as current controversies over the possible adverse effects
of lowering cholesterol levels.

The perceived rigidity of clinical policies causes
many physicians to resist the entire movement, fearing
that such rigidity will interfere with the patient-physician
interaction. By incorporating a flexibility rating, how-
ever, these clinical policies offer physicians the latitude to
use clinical judgment while identifying those recommen-
dations with clear and powerful evidence. Certain poten-
tial concerns related to clinical policies are well founded,
and the American Academy of Family Physicians is a
leader in the field to help protect patients from the misuse

of these policies by nonclinicians. Still, the comprehen-
sive assessment of a clinical problem afforded by a clini-
cal policy can give physicians insight into the optimal
care of patients.

THEODORE G. GANIATS, MD
La Jolla, California
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Universal Hepatitis B
Childhood Vaccinations

THE CENTERS FOR DISEASE CONTROL AND PREVENTION
Immunization Practices Advisory Committee recom-
mended universal childhood hepatitis B immunizations
in November 1991. The initial reaction by physicians and
the various professional societies was guarded, but most
professional organizations have now made similar rec-
ommendations.

Hepatitis vaccine was introduced in 1982. Early hep-
atitis B vaccination efforts focused on high-risk popula-
tions. Despite these efforts, it is estimated that 200,000
to 300,000 new cases occur each year in the United
States. Each year nearly 5,000 people die of chronic liver
disease due to hepatitis B virus (HBV), and more than a
million people have chronic infection and are potentially
infectious to others. The immunization of high-risk
groups will remain a cornerstone of efforts to control this
disease until universal childhood immunization results in
control.

Infants and children younger than 5 years have special
risks related to HBV infection. Infants infected in the
perinatal period have a 90% risk of chronic infection.
Those not infected at birth from infected mothers remain
at high risk for acquiring the infection. In addition, hori-
zontal person-to-person transmission has been shown to
occur among children in populations where HBV is en-
demic. Children infected in the first five years of life have
as much as a 60% risk of becoming carriers. It is esti-
mated that 25% of children with chronic HBV infection
will die of chronic liver disease as adults.

Each person in the United States faces a 5% lifetime
risk of HBV infection. This risk makes universal vaccina-
tion of infants probably cost-effective when comparing
the cost of vaccine and its administration with the medical
and work-loss costs associated with the disease. It has
been estimated that each dollar spent on vaccination will
save between $7 and $14 in medical and work-loss costs.

Several schedules have been recommended depend-
ing on the HBV status of the mother, the vaccine used,
and individual vaccination practices. Generally half the
adult dose (a fourth to half for Recombivax HB) is admin-
istered at birth (with hepatitis B immune globulin given if
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the mother is HBV infected). The second dose is adminis-
tered a month or two later, and the third dose four or more
months thereafter to obtain optimal antibody levels. The
question of the need for a booster dose is not resolved, but
protective levels of antibody are present for at least five
years. The possible need for booster doses will be as-
sessed as additional information becomes available.
Effective December 1, 1992, and January 1, 1993,
respectively, California and Nevada Medicaid programs
began paying the costs of childhood hepatitis B vacci-

nation.
GEORGE H. HESS, MD
Reno, Nevada
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Increased Surgical Options for
Dysfunctional Uterine Bleeding

HYSTERECTOMY FOR DYSFUNCTIONAL uterine bleeding
remains a common and expensive treatment. Because
50% of the uteruses removed for this reason are histologi-
cally normal, techniques are being developed to treat the
target tissue, the endometrium, rather than remove the
entire organ. »

Endometrial ablation has been studied for more than
100 years, but technologic improvements in the past 10 to
15 years have now shown consistent results with low
morbidity. First, instruments for endometrial aspiration
done in the office have shown results equal to those of
dilatation and curettage in the diagnosis of endometrial
carcinoma. Second, hysteroscopy now permits direct vi-
sualization of the endometrium to ensure thorough abla-
tion. Third, laser or electrosurgical devices provide
effective and safe ablation.

The laser techniques cauterize the endometrium
while the procedure is viewed through the hysteroscope.
A review of the results of different studies over the past
decade involving more than 1,000 patients showed an
88% to 97% success rate, with failure being defined as
requiring a subsequent procedure or a hysterectomy.
Electrosurgical equipment such as a urologic resecto-
scope (such as used for transurethral resection of the
prostate) or a roller-ball electrode may also be used. Both
use electrical current to cauterize the endometrium down
to the basement membrane. Several studies, with results
from hundreds of patients, reported success rates of 86%
to 97.5% . The resectoscope also gathers tissue for histo-
logic study and can be used to remove small submucosal
fibroids.

Endometrial ablations can be done as outpatient pro-

cedures with shorter recovery times than for hysterecto-
mies. As their availability increases throughout the
country, primary care physicians will be able to offer
patients procedures that are less uncomfortable, disrup-
tive, and costly than a hysterectomy when medical ther-

apy is unsuccessful.
DAVID M. BAUGHAN, MD
San Diego, California
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Changing Guidelines for
Screening Mammography

BREAST CANCER is the most common cancer among
women in the United States with each year about 175,000
new cases diagnosed and 44,000 deaths. Recommenda-
tions for screening mammography in asymptomatic
women are made with the goal of reducing mortality
through early detection and intervention.

Since 1980, the American Cancer Society (ACS) in
conjunction with the National Cancer Institute has rec-
ommended yearly mammography for asymptomatic
women older than 50 years. Controversy has surrounded
recommendations for screening women from 40 to 49
years. Concerns have included a marginal cost-benefit
ratio and lack of data to support decreased mortality
among younger women when cancer is found by mam-
mography. Supporters of annual screening in this age
group point to the relative aggressiveness of cancer that
occurs in younger women.

In 1983, based on data from the joint ACS/National
Cancer Institute Breast Cancer Detection Demonstration
Project and long-term follow-up from the Health Insur-
ance Plan of New York study, the ACS guidelines were
revised to include screening mammography every one to
two years from 40 to 49 years of age. At that time, the
ACS also recommended a baseline mammogram for fu-
ture comparison for women between ages 35 and 39.

Guidelines were again revised by the ACS and pub-
lished in August 1992 after a consensus meeting of 12
health care organizations was convened by the American
College of Radiology to develop a uniform set of recom-
mendations for breast cancer screening. The new guide-
lines reconfirm the use of screening mammograms on a
yearly basis for women older than 50 and every one to
two years for women from 40 to 49 years old.

Not all organizations have endorsed the recommenda-
tions for screening women younger than 50 years. The
United States Preventive Services Task Force does not
endorse routine mammography for women aged 40 to 49
unless they fall into a high-risk category based on family
history. The recently published five-year follow-up



